Not only ordinary people but also healthcare providers were afraid of MERS-CoV. In particular, nurses who interacted closely with infected patients became afraid and anxious that MERS-CoV would affect them and their families, as they saw cases of healthcare providers becoming infected. 7 Nurses who cared for patients with the new infectious disease seemed to be afraid due to lack of information. 8 In addition, they felt ethical pressure because they were obligated to provide care despite the threat to their safety. 9 During the period in 2015 when MERS-CoV was prevalent, the Korea Institute for Health and Social Affairs conducted a survey of nurses who were caring for MERS-CoV patients. 10 The survey indicated that 22.2% of nurses experienced post-traumatic stress disorder. A study about the long-term effect of SARS patient care reported that healthcare providers felt high levels of post-traumatic stress even after 13-26 months. 11 Therefore, it is necessary to explore how South Korean nurses perceive the experience of MERS-CoV patient care 12 months after caring for MERS-CoV patients. It is further necessary to establish a safety system for healthcare providers and, by examining nurses' experiences, prepare for other future infectious disease outbreaks.
In such cases, when a deep understanding of a specific phenomenon is required, qualitative research is recommended. Qualitative research clarifies participants' awareness of the phenomenon, allows comprehension, and offers insights about how awareness affects their actions. 12 Additionally, a phenomenological study is appropriate to deeply understand the essence and meaning of human experiences in a situational context that exist in individuals' consciousness. 12 Literature review of studies examining the experience of nurses who treated a new infectious disease indicated that nurses who cared for SARS and H1N1 patients lacked exact information, guidelines for patient care, and individual protection equipment. Thus, they experienced a high level of stress. 13, 14 In addition, they experienced extreme stress after infectious disease patients passed away. 15 Nurses who cared for MERS-CoV patients in Saudi Arabia also experienced fear from lack of information about MERS-CoV and psychological trauma owing to the infection of their colleagues and deaths of their patients. 13 However, there are differences in nurses' experiences across countries because nursing resources, healthcare systems, and cultural backgrounds differ. After MERS-CoV outbreaks, studies on topics such as recognition of the danger of MERS-CoV, effectiveness of personal protection equipment (PPE), and ethical problems were conducted in South Korea. 4, 5, 16, 17 One study examined post-traumatic stress and influencing factors for nurses who cared for MERS-CoV patients. 10 However, the survey was conducted immediately after the MERS-CoV outbreak and addressed only stress or negative experiences. It is necessary to identify whether nurses continue to experience negative emotions such as posttraumatic stress after a certain amount of time has passed. Particularly, a study of the overall, holistic experience including not only the negative but also the positive experiences and support factors is needed. Therefore, our study aimed to identify psychological stress in nurses who cared for MERS-CoV patients and to identify systemic problems of the Korean healthcare system using a phenomenological approach to deeply understand the meaning and essence of nurses' experiences. This research will be a basic resource to establish a safer healthcare system that can protect both patients and healthcare providers and respond quickly and systematically to similar situations in the future.
MATERIAL AND METHODS

Study design
This qualitative study used the phenomenological method of Colaizzi 12 to explore the following research question: "What were the nurses' experiences of caring for MERS-CoV patients?" Colaizzi's method of analysis focuses on understanding the essential structure and meaning of human experiences. 12 It focuses on deriving the common attributes of overall participants rather than individual characteristics. Therefore, it is also useful for analyzing participants' experiences without distortion. This method was selected because it was appropriate for understanding the meanings of nurses' experience in caring for MERS-CoV patients.
Participant selection and researcher preparation
Participants were nurses with experience caring for MERS-CoV patients and who were able to fully articulate their experiences. The researcher explained the study's purpose and methods by phone, and the nurses decided whether they wanted to participate. Snowball sampling was used to recruit participants, with participants recommending other participants.
Participants were added until theoretical saturation was reached and no more new essential meaning could be derived from participants' statements. Participants were 12 nurses working at general hospitals, and they were recruited from 4 hospitals; there were 8 female and 4 male participants. The average age was 31.83, and the average clinical career had a duration of 6.88 years. In terms of education level, 11 participants had bachelor's degrees, and 1 had an associate's degree; 6 participants were married, and 2 were head nurses. Nine participants worked in wards, and 3 worked in intensive care units ( Table 1) .
The researcher, who had significant experience with other qualitative studies, was an important part of the qualitative research. The researcher had been working for more than 10 years at a department of quality improvement that handled infection control and patient safety. Since the research funds were provided as a one researcher's task, the researcher conducted the study alone. The researcher also attempted to reflect the participants' experiences and thoughts without distorting them with opinions and prejudices, by maintaining a neutral perspective that did not affect the study results.
Ethical consideration
The study was approved by the Institutional Review Board of the researcher's university (No.1041231-160705-HR-043-02). Ethical issues, including plagiarism, informed consent, misconduct, data fabrication and/or falsification, double publication and/or submission, and redundancy were monitored by the author.
Data collection
Data were collected using individual in-depth interviews conducted from December 15, 2016 , to March 20, 2017 . The researcher met each participant once or twice, and each interview lasted 50-130 minutes. Interviews were conducted by a researcher with significant experience interviewing healthcare providers. The researcher explained the purpose of study, agreement, and progress method before starting the interview. The main questions were as follows: "What kind of experience did you have while caring for MERS-CoV patients?" "What kind of experience did you have after caring for MERS-CoV patients?" "What would you like to suggest for infected patient care?" Interviews were recorded with participant agreement. The interviews were transcribed, including nonverbal utterances such as laughter, silence, and sighs.
Data analysis
Data were analyzed using qualitative content analysis. The participants' feelings and experiences were understood holistically by reading the transcripts. Meaningful statements related to the phenomenon were extracted, and a meaning was constructed as a general statement reflecting similar contents combined in the researcher's words. Theme clusters with similar themes were then formed. To ensure that themes corresponded with the participants' original meaning, the transcripts were repeatedly checked, and a final structure was prepared in accordance with the essential structure of the phenomenon.
Trustworthiness
To identify the rigor of the phenomenological research, criteria including internal validity, external validity, reliability, and objectivity were considered. The findings of this study were assessed using the following 4 criteria: credibility, transferability, dependability, and confirmability. 18 Credibility was confirmed by having the participants review the interview descriptions to ensure that the transcripts conveyed their intention. Transferability was established via thorough descriptions that described the context extensively and carefully until saturation of concepts occurred. Dependability and confirmability were supported by documenting the logic of the research process so that 2 reviewers could track the data and its source and understand the data interpretations. The procedures of the data analysis were reviewed by 2 nursing professors with experience in phenomenological studies, to ensure that the analyses were logical and the resulting descriptions were comprehensible. In addition, results were verified by 2 participants, to ensure validity and reliability in qualitative research.
RESULTS
Content analysis of data obtained through the qualitative study regarding the experiences of care for MERS-CoV patients led to the identification of 5 theme clusters and 16 themes ( Table 2) .
Going into a dangerous field
New challenge
Participants wanted to work in infection wards because they were tired of their original departments and because their friends and seniors recommended it. After attending a hospital lecture about MERS-CoV for nurses' recruitment, participants felt like working in the MERS-CoV ward.
I attended a lecture about MERS-CoV. I was bored with my work at that time, and wanted to engage in more new and innovative care. As a nurse, I was eager to experience a new challenge in the form of caring for patients. (Participant 2) I got a suggestion from a senior, and I thought I'd give it a try, because my friends had already volunteered, and the circumstances did not seem that bad. The nurses of that ward appeared not to care much for patients, and I thought I could deal with them. That's why I volunteered. (Participant 4)
Hesitancy hoping to avoid
Participants were aware that the infection ward lacked nurses, which implied that they could not easily reject a request for assistance. Their family members dissuaded them from working in the MERS-CoV patient ward. They also did not want to go there because of fear of infection, but they were compelled to go, which upset them. MERS-CoV made the participants consider resignation.
I had to participate compulsorily. I was the lowest grade in the ward. To tell you the truth, I was hesitant to go to the MERSCoV ward and to resign from the hospital. (Participant 10)
Everyone didn't like it. The only excuse that I could say was "I don't like it," but no one was willing to go there. It was a shame to say "no" too strongly, so I said reticently, "If nobody says yes, I will go." Who would be willing to go to a dangerous place? I strongly didn't want to be involved, but no one was willing. I couldn't help it, and I was upset. (Participant 6)
Strong responsibility as a nurse
Participants considered it necessary to care for MERS-CoV patients even though the patients were carrying a very dangerous virus. They considered this task to be unavoidable as nurses and inevitable as their responsibility. 
Strong pressure because of MERS-CoV
Inevitable fear
Participants were confused about following protocol to actually protect the patients and the medical team, because the infection control protocols changed frequently. They also could not fully trust PPE and the accuracy of infection control protocols. They were afraid of infection. Participants lacked information when they had to care for patients and were unaware of what to do in the emergency. Thus, they became confused and scared.
Because of the fear of MERS-CoV, doubts about the safety of gowns and masks began to increase. Patients became infected because they were unfortunate, and the same situation could happen to me. Even though I was a healthcare provider, it was hard to trust the infection control protocol when it wasn't consistent. It would say "Do A" one day, which would be changed to "No! Do B" the next day. That made me frustrated because it could imply that method A wasn't safe. (Participant 11) MERS-CoV was an unfamiliar disease. I had not learned about it. We were frightened and scared. The number of deaths was increasing, and the media reported that we could get infected if we were in the same place. So, I was worried about what should Being alone Some participants rapidly became involved in the ward due to MERS-CoV patients' conditions requiring intensive care. They were unfamiliar with everything because it was their first time working in an infection control ward. However, immediately after they learned how to wear protection equipment, they were urgently deployed to an isolated room with the patient in it. Participants were disconcerted. Since the patient was sedated, the room was silent, and the participants felt abandoned.
It was only a patient and me in the room. The patient was sedated, and there was not much to do. So, I had to stay there for four hours without doing anything. The only sound that I heard was the machine and that of the patient breathing. I was tired, and I started to feel I was abandoned. (participant 3)
Only I was in the isolation room with a patient. I didn't know I'd be isolated as soon as I got there. I felt alone in the world, and I felt lonely. (Participant 4)
Exhausted strength
The physical strength of participants became depleted because they had to wear PPE and 2 sets of gloves every time they went into the isolated room. The PPE was full of sweat, and the glasses were replete with moisture from their own respiration. They were willing to change the PPE, but it took a significant amount of time, and they were not allowed to leave the room because of the patient's poor condition. The participants also had to clean and disinfect the room. They became exhausted from the patient care but felt more stress because they had to report the situation to senior administrators and the relevant government ministries.
I could not get out of the room due to the patient, and I had to stay in the room at least 8 hours. If I wanted to go to the washroom, I had to take off the PPE and put them on again. So I decided not to drink and dehydrated my body. I didn't know that PPE could make me sweat so much. I was always thirsty, and it was too hard to endure. (Participant 6) At first, only medical teams were allowed in the ward. When one patient was discharged from the ward, nurses had to clean and disinfect the room. I cleaned the room with one nurse for an hour, and we were soaked in sweat. We were cleaning because other department staff were not allowed in the ward. It was unfair. (Participant 10)
Extreme stress
Participants reported that some MERS-CoV patients experienced severe anxiety and fear while isolated and, at times, projected the stress and dissatisfaction they experienced onto the participants. Patients' family and friends at times expressed dissatisfaction to the nurses by phone as the isolation period lengthened. Some participants received treatment for insomnia and dermatitis after MERS-CoV patient care. They felt extremely stressed about having to care for the patient without others' help.
To minimize the number of people who contacted MERS-CoV patients, one nurse was assigned to taking care of them. Since it was difficult to monitor patients' condition changes using the monitoring system, I was very stressed that I might miss detecting the patient's condition. (Participant 11) I have a very sensitive nature, and it is hard for me to sleep well. After taking care of an MERS-CoV patient, my sleep disorder worsened severely. I couldn't sleep for more than 2 hours. Short sleep and waking cycles repeated, and this went on for more than a year. My physical examination revealed abnormal findings. In my personal opinion, I didn't think it was a trauma, but whatever the reason was, I wasn't able to sleep well. (Participant 1)
Stigma from society
The other departments' staff started to avoid the participants. They could not obtain support even in urgent situations. They received complaints from indwellers and had to live in a dormitory, which limited their contact with the outside world. The children of members of the medical team experienced discrimination from society.
When we took the MERS-CoV patient's specimen to the laboratory, the staff asked us to stay away from them. I thought that they were treating us like a dangerous virus. (Participant 9)
My child goes to kindergarten. When the kindergarten staff realized that I work at the hospital, they didn't want my kid to come. I phoned the teacher and explained that I was at the dormitory, and that it was impossible for me to come in contact with my kid in a manner that would pass the infection. I requested them to take care of my child without any worries.
(Participant 7)
The strength that makes me endure
Comradery
The participants predominantly remembered the good teamwork of the medical team. They were considerate toward each other and tried their best to minimize the infection risk to other members. In addition, wholehearted support from the nursing department helped the nurses when they faced struggles. They also began to get support and feel less fear because of the participation of a medical team member who had experienced ebola outbreaks.
Because we were all trained nurses, we didn't have to care about each other's work. Everybody thought, "We are a team." We helped each other a lot. We would check the electronic medical record at the dormitory in advance so that our colleagues wouldn't reach the dormitory late. We tried to have fun at work. We became good friends and are still in touch with each other.
(Participant 1)
One doctor went to Africa due to an Ebola outbreak. He took care of patients calmly and was even kind and positive during work. The way he worked encouraged us tremendously, and we tried to work like him. We became confident and motivated. With the wholehearted support from the department of nursing, volunteers started to come, and they helped us by supporting everything that they could.
(Participant 5)
The patient whom I have to care for Participants felt pity for the patients, who were fighting the fear of death in an isolated room. The patients seemed to feel anxious about spreading the infectious disease. Whenever the patients' condition worsened, the nurses became worried, similar to how a guardian would worry.
Because the patient could watch TV news, he knew that the super spreader was him. He was shocked. The news reported him like a criminal, and he asked me, "Are they really reporting about me like that?" I told him not to worry and said, "You are a victim just like the others." (Participant 1)
One patient had good personality. Every time he seemed very sick, I asked him, "Are you okay?" He always said he was fine. He seemed to endure a lot. After a few days, his breathing became faster, and I notified the doctor. The doctor asked me to give him a midazolam. I had to wait for the medicine in an isolated room. It took a long time. It was difficult to just watch my patient suffering. I couldn't stop crying. (Participant 6)
Encouragement: Changed view of society
Although fear remained about MERS-CoV, participants were able to cooperate with other departmental staff and started to feel support. Indwellers who had hated them at first began to thank the medical team. They were consoled with the emotional support they received, such as letters from children.
At first, when we went to the laboratory, people avoided us. When they saw a red box, they said, "Stay away from here," and this hurt me a lot. However, since the consultation about safety, they changed. They even encouraged us. (Participant 4) We received a lot of relief goods. Elementary students sent us snacks and letters saying, "We'll cheer you up!" Those things encouraged me. I attached the letters to the refrigerator to encourage myself. Indwellers and other people wrote notes on a board in the front of the hospital and sometimes put ribbons. It helped me too. (Participant 7)
Growth as a nurse
Constant mind control
The participants thought that they would be fine if they wore PPE exhaustively and perfectly followed infection control rules. They focused only on MERS-CoV patients and began to think that their ward was the safest place because it had PPE and appropriate facilities. The participants found that they were stronger after continuous autosuggestion that they could overcome the extreme situation.
I was so worried before I came here. But after I started working, I thought that maybe our ward could be the safest place. It wasn't crazily scary because of PPE. Of course, it was hard, but I kept thinking that I could handle this situation as a nurse. If the same situation re-occurred, I would volunteer again. Maybe I could do better next time because of my experiences this time. (Participant 3)
We didn't even say we're scared. I got exhausted and annoyed many times, but I didn't give up. I told myself all the time, "I have to overcome and I can do it." This made me very zealous. Now, I can work calmly and courageously in emergency situations. (Participant 5)
Nursing: Lighting up the dark
Participants gained tremendously from the experience of other healthcare providers and patients praising nurses' efforts and contributions because they were touched by the quality of nursing and the attitude and passion of the nurses. The praise from patients and other department staff became a good reward for their effort. They did their duty in a national disaster and provided high-quality nursing. This made them proud of the meaning of nursing and their job as nurses.
Everyone cooperated and particularly praised the nursing team. Even the doctors said that they were touched by nurses who cared for intensive patients without any complaints. We even did ventilator, ECMO (extracorporeal membrane oxygenation), and CRRT (continuous renal replacement therapy) on our own. Everyone praised the quality of nursing and the attitude, talent, and teamwork of the nurses at the time of crisis. (Participant 5) Before MERS-CoV outbreaks, I didn't have enough time to talk with patients. I felt and learned many things from caring for MERS-CoV patients one-on-one. Looking after the patient carefully was a good experience for me. I've never been proud of being a nurse before. Even though I work as a nurse, I seriously worried about whether to resign because I didn't like my work. However, after caring for MERS-CoV patients, I felt proud of myself and began to take pride in being a nurse. (Participant 1)
Remaining task
Futility of forgotten warriors
Participants felt disappointed about not being rewarded adequately for their effort in dangerous situations. They were told that they would be rewarded later, but the reward was not enough. They consoled themselves with their professionalism that they had volunteered as a nurse. They thought that adequate rewards would be needed to attract healthcare provider volunteers when a similar disaster happened again.
I felt that I was abandoned after my work was done. I didn't volunteer because of the reward. But it was totally different from what I heard when I volunteered. In my opinion, no one would volunteer for this much benefit when a similar situation happens next time. Many of those who work in the infection ward would quit. The reward should be clear. I thought it would be better if they gave us 1-2 weeks as reward vacation because we couldn't get enough rest while we looked after the patients. (Participant 3)
Anyway, I was rewarded. I just accepted it because they gave it to me, but it could never be a good way to attract people because the value of the reward was too small. Who would work for infectious patients for an extra 100 dollars per day? It was a voluntary service. (Participant 6)
Building a preparation system
Participants thought that problems remained even though the infection control system had been supplemented after MERS-CoV outbreaks. There are no guidelines for unknown infectious diseases. They expected that it would be difficult to respond quickly and efficiently in a similar situation because no simulations had been implemented. Participants said that they needed a preparatory system such as a facility and human resource investment, solutions for an overcrowded emergency room, and compliance with infection control protocols.
Facilities and manpower were better than before. But I think it is not enough. The simulation for MERS-CoV was late, and we still don't have protocol about unknown infectious diseases. We have a lot to do. (Participant 2)
We need a system so we can respond quickly in this kind of situation; therefore, the investment and interest of the government and hospitals are needed. The emergency room is still crowded, and the training for nurses who work with infectious diseases isn't enough. Also, the nurses of the infectious wards use their vacation and money to attend lectures on related topics. I think that these activities need to be supported. (Participant 5)
Expectation about changed perception
Participants realized that patients and their guardians did not follow the hospital rules about visiting hours, and restricting visitors was one of the most important problems for infection control. Even though comprehensive nursing services were implemented after MERS-CoV outbreaks in some medical centers, visiting hours were still not followed. Participants felt that the people's attitudes needed to be changed.
Patients and their guardians need to follow the instructions of medical providers, but they still don't do that, especially with the visiting hours. We explained the date of discharge. But when the ward isn't full, the guardians say that they'll just stay and don't follow the instructions of medical providers. (Participant 8)
The patients and their guardians didn't follow what I said. I think it is very important that they cooperate. People should also be more cooperative with the medical team because the infection can spread to the public as well. (Participant 11)
DISCUSSION
This qualitative study used a phenomenological approach to deeply and holistically understand the meaning of MERS-CoV patient care. After analyzing interview data about the experiences of nurses who cared for MERS-CoV patients, we identified the psychological and physical difficulties they experienced, the strength with which they overcame the situation, and the process through which they matured as nurses.
MERS-CoV was a new infectious disease that spread rapidly to many people in South Korea. 4 The participants in this study were afraid of MERS-CoV and considered MERS-CoV patient care a risky challenge. Other studies also showed that nurses who cared for patients felt the most pressure when infectious diseases were prevalent and simultaneously feared infection. 7 However, they could not refuse the request from the hospital, because they were aware of the lack of professional resources and felt strong responsibility as nurses. This result is consistent with those of other studies indicating that nurses felt ethical pressure when they were compelled to provide care. 9 Nurses' responsibility as healthcare providers conflicts with the demand for safety as a human, which increased their stress. 14 Psychological stress experienced by medical teams who cared for infected patients was similar to that of nurses who cared for SARS patients 11 or medical teams who cared for MERS-CoV patients in Saudi Arabia. 13 The nurses who cared for SARS patients exhibited high levels of anxiety and psychological trauma during and after caring for patients. 15 In a study of nurses who cared for MERS-CoV patients, 10 the factors identified as causing post-traumatic stress were psychological job requirements, physical job requirements, and manager support. Thus, a system is needed to help reduce physical job requirements that takes into consideration the psychological job requirements of nurses who cared for MERS patients, to manage their post-traumatic stress and provide appropriate support. In addition, a mental health and stress control program by the government and hospital for nurses who cared for patients is needed to prevent psychological trauma.
Participants suffered from ostracization. Their families were discriminated against and avoided because people thought of them as potential carriers. Other studies have reported that nurses were hurt and felt discriminated against because of the distorted view of society in which MERS-CoV was prevalent. 19 The reason nurses with children did not want to volunteer could be related to this. 20 In this situation, the only strength was support from friends and family. Participants were close to each other and even expressed support at the time owing to comradery. Family members were originally worried about the participants' safety but later became good supporters, enabling participants to focus on patient care. Studies of SARS patient care by Chung et al. 21 and Kim and Choi 22 also indicated that the poor social support of family, friends, and bosses was significantly related to burnout in nurses caring for MERS-CoV patients. To reduce burnout and stress in nurses caused by infectious patient care, the support of superiors, friends, and family is important. Related studies and national and cultural considerations based on the results of the present study are recommended.
Participants overcame a difficult situation by telling themselves that they could do it and finally experienced growth as nurses. They felt pride as nurses in providing high-quality care and completing their responsibilities during a national disaster. Other studies have indicated that the experience of infected patient care was a factor that can improve the responsibility and morale for patient care 7, 23 Additionally, participant statements that they would volunteer again are consistent with the study result of Khalid et al. 13 Nurses who had experienced disaster situations would be good supporters if the same situation occurs in the future. Therefore, healthcare providers with this kind of experience should be treated as valuable human resources and rewarded appropriately.
The problems of the national healthcare system were exposed by the MERS-CoV outbreak. In this study, the following tasks were found to be commonly experienced by participants. First, the nurses' efforts were forgotten after the end of the MERS-CoV outbreak. They participated in MERS-CoV patient care owing to their sense of responsibility and vocational ethics. However, they nevertheless experienced a significant amount of psychological and physical pain. To recruit healthcare provider volunteers when similar situations occur in the future, the government must appropriately reward them. Second, a preparatory system must be established that could work anytime to prevent diffusion of infectious disease. It is desirable that people begin to take infection control seriously owing to the MERSCoV outbreak, but the government's and hospitals' continuous support and investment are needed to retain the public's interest. Healthcare providers in South Korea must establish a preparatory system to respond instantaneously to outbreaks. Third, nurses noted that a change in the mindset of the patients and their guardians is needed along with improvement of the healthcare system. As comprehensive nursing services were begun recently in South Korea after the MERS-CoV outbreak, hospital visiting was limited. However, patients' and their guardians' knowledge of this system was inadequate, and it was reported that this system could be a factor that prompted the nurses' desire to change the department they were working in or to quit their job. 24 A strategy for retaining resources and a systematic preparatory system that could protect the healthcare providers and ensure the readiness of the infection care system thoroughly in case of an unpredictable disaster is required.
The experiences of nurses who cared for MERS-CoV patients in Korea were also studied by other researchers. Im et al. 25 interviewed 8 intensive care unit nurses who cared for MERS-CoV patients in Korea and identified 3 relevant factors: "feeling hopeless and cut off," "feeling shame and overworked," and "feeling the pride of fulfilling a duty." In addition, when compared to the experiences of nurses who cared for SARS, H1N1, and ebola patients, the experiences of patient care for emerging infectious diseases were similar in terms of nurses' physical and emotional exhaustion, frustration, and fulfillment. 7, 8, 26 What distinguishes the results of this study from those of other studies is that nurses emphasized urgent improvement in the healthcare system. Social crises caused by new types of infectious diseases can always occur again. However, healthcare providers' experiences might not differ greatly for new types of infections. Therefore, it is important to establish an action plan based on the healthcare providers' valuable experiences. It should be focused on the problems that we identified based on nurses' experiences, and coping strategies and the healthcare system must be urgently improved.
CONCLUSIONS
This study identified the experiences of nurses who cared for MERS-CoV patients. The results could be used as fundamental data for establishing a safer healthcare system that can protect healthcare providers and patients. Systemic improvement with a practical complement for patients and healthcare providers is expected in the future. This study is meaningful as a probe study defining the experiences of nurses who cared for MERS-CoV patients. It is necessary to specifically understand the problems and demands of the healthcare providers for establishing a safe healthcare system that can respond effectively in case of future national disasters.
